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The purpose of this study is to estimate the prevalence of lifetime
intimate partner violence (IPV) in older women and to analyze
its effect on women’s health and Healthcare Services utilization.
Women aged 55 years and over (1,676) randomly sampled from
Primary Healthcare Services around Spain were included. Lifetime
IPV prevalence, types, and duration were calculated. Descriptive
and multivariate procedures using logistic and multiple lineal
regression models were used. Of the women studied, 29.4% expe-
rienced IPV with an average duration of 21 years. Regardless
of the type of IPV experienced, abused women showed signifi-
cantly poorer health and higher healthcare services utilization
compared to women who had never been abused. The high preva-
lence detected long standing duration, negative health impact, and
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high healthcare services utilization, calling attention to a need for
increased efforts aimed at addressing IPV in older women.
KEYWORDS intimate partner violence, age, women’s health,
healthcare utilization
INTRODUCTION
There has been an increasing awareness of elder abuse as a serious social
problem over the last 10 to 20 years, with detrimental health effects for
victims (Schofield & Mishra, 2004). Until recently, information regarding
violence against older women by an intimate partner was gathered from
research conducted on elder abuse (Fisher et al., 2003) whereby most of
those previous studies did not clearly distinguish abuse perpetrated by
spouses from abuse perpetrated by significant others, such as relatives or
caregivers (Lachs & Pillemer, 1995). The most common type of violence
against women is intimate partner violence (IPV), which refers to any
behavior within an intimate relationship that causes physical, psychologi-
cal, or sexual harm to those in the relationship (World Health Organization
[WHO], 2002). A previous large-population study on elder abuse found that
59% of the perpetrators were spouses (Pillemer & Finkelhor, 1988) and
another study carried out on services for victim protection revealed that 56%
of adult victims of violence were women over 65 years of age, indicating
that in 30% of the cases the perpetrator was an intimate partner (Teaster,
2000).
At the beginning of 2000, a growing body of research focused on
the violence perpetrated by an intimate partner in older women (Mouton
et al., 2004; Fritsch, Tarima, Caldwell, & Beaven, 2005; Bonomi et al., 2007).
Findings of a previous study concluded that the risk of IPV is higher in
younger women (aged 20 to 30) and tends to decline with age (Rivara et al.,
2009). Other studies, however, found that women experienced significantly
more threats and physical mistreatment from the age of 55 (Zink & Fisher,
2006). A study among women over 55 found that physical and sexual IPV is
less frequent in older than in younger women (Zink, Fisher, Regan, & Pabst,
2005), while another study revealed that the frequency among women over
65 is similar to the frequency detected among younger women (Bonomi
et al., 2007). Those contradictions may be explained by the definition
of violence and how this violence has been assessed, the culture, age
distribution of the population studied, length of the observation period, and
the sampling extraction methodology used (Ruiz-Pérez, Plazaola-Castaño, &
Vives-Cases, 2007).
Currently, there is no doubt that women with any past or recent history
of violence present worse health outcomes (Campbell, 2002; Ellsberg et al.,
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2008; Montero et al., 2011) and show a greater use of healthcare services than
those women with no history of IPV (Rivara et al., 2007; Bonomi, Anderson,
Rivara, & Thompson, 2009). Although violence by an intimate partner is
more frequent against “younger” elderly than women of a more advanced
age (Moraes, Apratto Júnior, & Reichenheim, 2008), literature about health
consequences of violence in older people is mainly focused on women of
more advanced ages, specifically in women over age 65 (Cooper, Selwood,
& Livingston, 2008).
Scare research has addressed the broader health implications of vio-
lence by an intimate partner in middle-aged and “younger” older women.
Moreover, as most of the studies come from English speaking countries,
even less is known about the IPV experience among women aged 55 and
older living in Mediterranean countries. In an aging society where Spanish
women have a life expectancy of 85 years (Instituto Nacional de Estadística
[INE], 2010) and where a significant number of older women have expe-
rienced violence by a partner, studying the impact of IPV on health and
health services utilization seems to be of particular interest, given the poten-
tial for social isolation and functional impairments (Shugarman, Fries, Wolf,
& Morris, 2003).
This study aims to: (a) estimate the lifetime prevalence of IPV, its typol-
ogy, and duration among Spanish women aged 55 to 70 attending primary
healthcare centres for any reason; (b) analyze the effect of physical and psy-
chological IPV and duration on women’s health; (c) assess the effects of
physical and psychological IPV and the duration of the violent relationship
over the utilization of healthcare services.
METHODS
Data Source
This study used data from a national cross-sectional survey of adult women
recruited during 2006–2007 from female patients seeking medical care for
whatever reason in primary care services around the country (Ruiz-Pérez
et al., 2010). The number of women invited to participate was 16,419, with
a decline percentage of 27%. Women were excluded from the study if they
were illiterate, did not understand Spanish, or had severe cognitive disabil-
ities that impaired the completion of a written questionnaire. According to
the ethical and safety recommendations for research on domestic violence
against women (WHO, 1999), females who attended the practice with a male
partner were also excluded.
After excluding 1,153 questionnaires by women who reported never
having had an intimate male partner and an additional 467 incomplete ques-
tionnaires, the final group comprised 10,322 women. As there has been a
paucity of research on the experiences of victimization among “younger”
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elderly, we selected women aged 55 to 70 and a final sample of 1,676 women
was included in the present study.
Procedure and Data Collection
Women meeting the eligibility criteria were invited by the physician to par-
ticipate after their medical consultation had finished. If they gave informed
consent for participation, a self-administered questionnaire was given in
an envelope which also contained information on available community
resources for battered women in the area. Both confidentiality and anonymity
were guaranteed at all times. This study was coordinated by six research
groups across Spain and was approved by the Ethics Committee of each of
the participating groups.
Variables
RELATED TO IPV
Women were asked if any male intimate partner (spouses, non-marital part-
ners, former marital partners, and former non-marital partners) had abused
them physically (hit, slapped, kicked, pushed, etc.), psychologically (threat-
ened, insulted, humiliated, been extremely jealous, scared them, etc.), or
sexually (forced them to have intercourse against their will) during their
adult life. These three questions were used in previous studies showing
high comprehensibility and acceptability (Ruiz-Pérez et al., 2006). If women
reported any of the aforementioned types of abuse had occured “sometimes”
or “many times,” they were asked the number of years they experienced
partner violence during their adult lifetime. Lifetime IPV was categorized
as physical only (physical and/or sexual), psychological only (threats or
controlling behavior), or both physical and psychological IPV.
HEALTH INDICATORS
Four health indicators were selected based on literature that examined
the long-term negative consequences of violence: psychological distress,
somatic complaints, use of tranquilizers and/or antidepressants, and use of
analgesics.
Psychological distress. This was measured by the General Health
Questionnaire (GHQ-12) which has been internationally validated (Duncan-
Jones, 1979), and has been used extensively with women and in studies
which analyze the consequences of violence in women’s health (Romito,
Molzan, & De Marchi, 2005). The scale considers anxiety, depression, and
self-esteem as experienced in the last month and contains 12 items with
4 possible responses. It provides a final continuous score between 0 and
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12, and scores equal to or above 3 indicate the presence of psychological
distress (Lobo & Muñoz, 1996).
Somatic complaints. The following physical health problems over the
last twelve months were explored: headaches, migraines; kidney or urinary
complaints; gastrointestinal disorders; neck, shoulder, or back pain; and men-
strual and gynaecological problems. Somatic complaints were dichotomized
into two categories: 0 = no somatic complaints, 1= one or more somatic
complaints.
Use of medication. Self-reported use of tranquilizers and/or antidepres-
sants and analgesics over the last twelve months was recorded.
HEALTHCARE UTILIZATION
We determined women’s healthcare services utilization during a six-month
period including primary care, specialists’ services, emergency room visits,
and hospital admissions. If any of these health services were used, women
were asked for the frequency over the last six months. Taking into account
the selection strategy used, all women reported at least one primary care
appointment. Hospital admission was taken into consideration if a woman
occupied a hospital bed regardless of the number of days of hospitalization.
Adjusting Variables
Previous studies have shown a relationship between IPV and several socio-
demographic factors, such as age, marital status, education, native country,
monthly family income, and social support (Romito, Molzan, & De Marchin,
2005; Ruiz-Pérez et al., 2006; Romans, Forte, Cohen, Du Mont, & Hyman,
2007). Social support was measured by a question that appraised the avail-
ability of specific help for a particular situation (Blake & McKay, 1986), for
example,“How many people can you really turn to when you have a problem
or difficulty?” Answers were coded as a dichotomous variable of value 0 = no
(“no one to turn to for support”); 1 = yes (“one person or more”). Therefore,
these variables were considered in the analysis as potential confounders.
Statistical Analysis
We estimated lifetime prevalence of IPV, the frequency of each abuse type
(physical, sexual, and psychological), and the proportion of women that
reported more than one type of abuse. The Chi-square test was used to inves-
tigate possible differences between abused women and women who were
never abused. Given the low number of women that experienced exclu-
sively sexual or physical IPV, we grouped both types as physical IPV. Also,
women who reported more than one type of abuse were grouped as “both”
(physical and psychological). First, we calculated the health impact in midlife
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and older women of any lifetime IPV, performing the analysis by type (phys-
ical, psychological, and both) and years of duration. A logistic regression
model was fitted for each outcome variable. Odds ratios (OR) were adjusted
for potential confounding factors. In order to assess the incremental predic-
tion of each use of health services that could be attributed statistically to the
types and duration of IPV, multiple linear regression models were conducted.
All models were analyzed using SPSS Version 18.0 and all data analyses were
performed in 2011.
RESULTS
Approximately 50% of abused women were 55 to 59 years old and 20.3%
were above 65. Compared to non-abused women, those who experienced
any history of abuse were more likely to be separated or divorced at the
time of the study, had lower household incomes, less social support, and a
larger proportion of them were not Spanish nationals (Table 1).
The prevalence of lifetime IPV, type and years of exposure are shown
in Table 2. The percentage of women who reported IPV of any type (phys-
ical, sexual, and psychological) in their lifetime was 29.4%. Of those, 13.7%
reported more than one type of IPV (5.2% two types and 8.5% three types).
Psychological IPV only was more frequent (9.0%) among victims than phys-
ical IPV only (2.7%), or sexual IPV only (2.4%). The long duration of the
violent relationship should be highlighted, lasting an average of 21 years,
with 6.4% of the women reporting abuse lasting more than 20 years. Women
55 and older with a history of violence reported significantly poorer phys-
ical and mental health and higher use of medication than women with no
such history. The impact was higher for women who reported a combina-
tion of physical and psychological IPV, especially for psychological distress
(OR = 3.49, 2.35–5.19) and use of tranquilizers and/or antidepressant med-
ication (OR = 2.24, 1.49–3.38). While women who reported psychological
IPV only were nearly three times more likely to report psychological dis-
tress (OR = 2.94, 1.97–4.38), women who reported physical IPV only were
three times more likely to report somatic complaints than women who were
never abused, although for physical IPV, data did not reach statistical sig-
nificance (OR = 3.17, 0.88–11.3). The likelihood to use tranquilizers and/or
antidepressants is increased 1.02 times for each year of abuse suffered by
a woman as compared to women who had never been abused (Table 3).
Women with any history of IPV showed a positive correlation between IPV
and the number of visits to primary care services. For women who reported a
combination of physical and psychological IPV, the probability of increasing
the number of visits to primary healthcare services was statistically signifi-
cant (β = .07). Women who reported psychological IPV, without physical
or sexual IPV, increased the number of visits to primary care centres (β =
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TABLE 1 Socio-demographics Characteristics Among Women who Reported Lifetime IPV and
Women who did not (n = 1,676)
No Lifetime IPV Lifetime IPV
(n = 1,184) (n = 492)
Characteristics n (%) n (%) P-Value
Age (years) .07
55-59 years 515 (43.5) 241 (49.0)
60-64 years 378 (31.9) 151 (30.8)
65-70 years 291 (24.6) 100 (20.3)
Marital status <.001
Married 1,005 (85.0) 312 (63.4)
Unmarried 24 (2.0) 3 (0.7)
Separated/Divorced 37 (3.1) 127 (25.7)
Widowed 116 (9.8) 50 (10.2)
Children .81
No 609 (52.7) 255 (53.3)
Yes 546 (47.3) 223 (46.7)
Employment status <.001
Housewife 642 (54.8) 212 (43.2)
Employed 325 (27.8) 179 (36.4)
Retired 205 (17.5) 100 (20.4)
Education .11
Primary 711 (60.9) 286 (58.8)
Secondary 274 (23.5) 136 (27.9)
University degree 183 (15.6) 65 (13.3)
Monthly income ($) <.001
≤1,200 317 (28.8) 201 (42.6)
1,201–2,500 549 (49.8) 207 (43.8)
>2,500 236 (21.4) 64 (13.6)
Social support <.001
No 19 (2.0) 28 (6.5)
Yes 939 (98.0) 406 (93.5)
Native country <.001
Spain 1,160 (98.5) 465 (94.7)
Other 17 (1.5) 26 (5.3)
Note. IPV = intimate partner violence.
.11) and emergency rooms (β = .13). The number of visits to specialist
services increased with the number of years women were exposed to the
violence relationship (β = .27; Table 4).
DISCUSSION
The findings of this study show that nearly 30% of female Spanish patients
aged 55 years and over attending primary healthcare services have expe-
rienced some type of IPV during adulthood, and in a large proportion of
them, this abuse persisted for more than 20 years. The estimated prevalence
in our study with “younger” older women is higher than that calculated in
a previous study with a representative sample of Spanish adult women ages
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TABLE 2 Prevalence, Types and Duration of IPV for Midlife and Older Women (n = 1,676)
n (%)
No lifetime IPV 1,184 (70.6)
Lifetime IPVa 492 (29.4)
Type
Physical only 46 (2.7)
Sexual only 41 (2.4)
Psychological only 149 (9.0)
Physical + Psychological 35 (2.0)
Physical + Sexual 3 (0.1)
Sexual + Psychological 53 (3.1)
Physical + Sexual + Psychological 143 (8.5)
Duration (years)
<10 years 250 (14.9)
11–20 years 58 (3.5)
21–30 years 45 (2.7)
>30 years 62 (3.7)
Mean (SD) 21.2 (13.2)
aMissing values.
IPV = intimate partner violence.
SD = standard deviation.
TABLE 3 Health Outcomes in Midlife and Older Women who Reported Lifetime IPVa
Psychological
distressb
Somatic
Complaintsc
Use of
tranquilizers
and/or
antidepressantd
Use of analgesic
medicationd
OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)
Lifetime IPV 2.98∗∗ (2.27–3.91) 2.03∗ (1.21–3.41) 2.27∗∗ (1.75–2.94) 1.68∗∗ (1.27–2.22)
Physical (physical
or sexual) only
1.93∗ (1.14–3.28) 3.17 (0.88–11.3) 1.42 (0.85–2.38) 1.13 (0.68–1.88)
Psychological only 2.94∗∗ (1.97–4.38) 1.86 (0.88–3.93) 1.73∗ (1.18–2.52) 1.70∗ (1.12–2.58)
Both (physical and
psychological)
3.49∗∗ (2.40–5.06) 1.78 (0.89–3.55) 3.26∗∗ (2.29–4.65) 1.99∗ (1.34–2.94)
Duration of IPV
(years)
0.99 (0.96–1.02) 1.05 (0.99–1.11) 1.02∗ (1.00–1.05) 1.01 (0.99–1.04)
Note. No lifetime IPV reference group for all analyses.
aAll models were adjusted for marital status, education, monthly household income, tangible social
support and native country.
∗p-value < .05; ∗∗p-value < .001.
IPV = intimate partner violence. OR = Odds ratios. CI = confidence interval.
18 to 70 (24%; Ruiz-Pérez et al., 2010). This prevalence suggested that IPV
not only may occur throughout a woman’s lifetime, but also can increase
with age.
Compared to previous studies in older women, our estimated preva-
lence is similar (26.5%) to that found in women aged 65 and older (Bonomi
et al., 2007). However, this rate is lower than one prior lifetime IPV estimate
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TABLE 4 Use of Health Care Services by Midlife and Older who Reported Lifetime IPVa
Primary Care
Services
Specialist
services
Emergency
Rooms
Hospital
Admissions
β (R2) β (R2) β (R2) β (R2)
Lifetime IPV .09∗ (.05) .01 (.01) .10 (.05) .02 (.02)
Physical (physical or sexual) only .01 (.04) .01 (.01) .08 (.07) .13 (.02)
Psychological only .11∗∗ (.06) .01 (.01) .13∗ (.10) .06 (.01)
Both (physical and psychological) .07∗ (.04) .01 (.01) .04 (.04) .12 (.06)
Duration of IPV (years) .08 (.09) .27∗ (.22) .11 (.41) .10 (.41)
aAll models were adjusted for marital status, education, monthly household income, tangible social
support, and native country.
∗p-value < .05; ∗∗p-value < .001.
IPV = intimate partner violence. β = Beta, standardized coefficients. R2 the proportion of the variance
explained by the model.
of 35.5% in women aged 50 to 56 (Jones et al., 1999), and it is higher than
one prior estimate of 18.1% in older women (Teaster, 2000). This wide range
of figures, also documented by studies not focused on older women (Garcia-
Moreno et al., 2006), could be explained because studies employed different
population ages, measures, and definitions of IPV.
This study also confirms that in older women, psychological abuse is
more frequent than physical (physical and sexual) abuse, although our esti-
mates are lower than those found in a previous study where 18.4% of women
experienced physical violence and 21.9% experienced non-physical violence
(Bonomi et al., 2007). A possible explanation for such variation could be that
in our case both IPV types (physical and psychological) have been accounted
for as an excluding category. On the other hand, in a study with women aged
55 and older who attended primary healthcare services, the estimates were
lower: 3.6% for physical and sexual IPV and 2.6% for psychological IPV,
although it must be pointed out that exposure to IPV was estimated from
55 years old and onwards (Zink et al., 2005).
Women with more than one type of IPV presented more pronounced
adverse health effects than women who experienced physical or psycholog-
ical IPV only. This result is congruent with prior studies which found that
the magnitude of the relationship between IPV and an adverse health status
rises as the number of violence types increases (Mcnutt, Carlson, Persaud,
& Postmus, 2002). Taking the nature of the aggressions which characterize
both types of IPV into consideration, it seems plausible that attitudes such as
humiliation, threats, or controlling behavior are more likely to affect psycho-
logical wellbeing, while behaviors such as hitting, pushing, kicking, or forced
sexual intercourse may be related to a greater probability of chronic health
problems. Likewise, the activation of a physiological response to situations of
severe stress and consequences of the physical and sexual aggression may
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explain in part the high frequency of somatic complaints in women who
suffer physical IPV (physical and sexual; Campbell et al., 2002).
Violence was positively correlated to primary healthcare services utiliza-
tion, especially for women who experienced a combination of different types
of abuse and for women who experienced psychological IPV only. Literature
documents that enduring psychological abuse is a much stronger predictor
of fear than physical abuse (Baker et al., 2009) and it is associated with
poorer physical and mental health, as well as a limitation in social functioning
(Shugarman et al., 2003). These negative health consequences could explain
why women with long lasting psychological IPV are higher users of the most
accessible services such as primary healthcare and emergency rooms.
Our study shows that, as the length of exposure to IPV increases, so
does the frequency of use of specialist services, which in our case included
mental health services. Moreover, the use of tranquilizers and/or antide-
pressants was positively correlated to length of IPV. As abuse persists over
time, women’s mental health may be affected by several emotional responses
such as hopelessness and low self-esteem, constituting emotional barriers
which impede them from ending the violent relationship. (Beaulaurier, Seff,
& Newman, 2008; Montero et al., 2010).
Clinical and Policy Implications
The prevalence of chronic diseases in older adults, chronic physical com-
plaints (including pain), or indicators of depression and anxiety, as well as
higher use of healthcare services, should elicit focused inquiries about pos-
sible abuse. Providers, especially general practitioners, are encouraged to
identify signals of potential abuse and must consider the generational val-
ues held by older IPV victims and understand how those values may impact
decision making. For abused older women, it should be a priority to imple-
ment gender empowerment measures as well as to strengthen financial and
community support.
Limitations
Despite methodological constraints, this study provides the first set of infor-
mation about the prevalence of IPV and its consequences related to the
health of Spanish women aged 55 years and over. Given that this study was
restricted to women aged 55 to 70, the extent to which these findings can be
generalized to older women is unknown. By excluding women who attended
primary healthcare services accompanied by a male partner, we may have
left out an undetermined number of women exposed to greater control
and abuse by their current partners than those who attended alone. Due
to the association found in previous studies between IPV and low socioe-
conomic indicators and seeing that participants in our study were asked
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to complete a written questionnaire, illiterate women were excluded. The
exclusion of these women could lead to a selection bias, and the odds ratio
could therefore be even higher than that found. The use of self-report can
also challenge validity; however, women tend to underreport IPV experi-
ences, especially older women (Garre-Olmo et al., 2009). In Spain, where
the family plays a very important role, failure to report domestic violence in
our sample may be even greater, which would mean that the non-IPV group
in the study included some women who had experienced IPV. Thus, the
observed differences in health status and service utilization between those
who experienced IPV and those who did not were conservative estimates.
The healthcare system in Spain, which is both widely available and acces-
sible to the entire population, may possibly generate a healthcare services
use pattern that cannot be generalized to healthcare systems with a different
design.
Conclusion
Our results confirm that a large proportion of women aged 55 years and
older have experienced violence by an intimate partner during their adult
lifetime. The high estimate prevalence, long standing duration, negative
health consequences, and the high healthcare service utilization detected,
represent a considerable burden for services providers. Clinicians should
consider that, in later life, abusers are also intimate partners and not only
family members and caregivers. Further studies focused on the health con-
sequences of the various types of abuse are needed to better identify the
symptoms and health problems in older women, including cognitive and
physical function.
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